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The authors sought to determine the attitudes of public health service board members and senior executives toward 
patient experience and to describe the governance activities of the boards in this area.
survey of 322 board members from 85 public health services and semi
senior executives from 13 public health services in Victoria, Australia.
boards had high aspirations and clear plans for improving patient experience, others remained sluggish or even cynically 
resistant to changing their existing models of care. Interviewees associated with highly
to improve patient experience at multiple levels in the organisation 
boards, efforts to improve patient experience tended to be more ad hoc and there was greater uncertainty about how to 
scale up or systematise. The authors conclu
patient experience, and the reality of their governance activities, requires a nuanced understanding of the attitudes and 
activities of board members. The approaches taken by “posit
exemplars for others. 
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Positive patient experience is increasingly recognised as a 
vital component of high quality care.1-5 There is also a 
strengthening focus on the need to hold boards of 
services accountable for the quality of care their 
organisations deliver.6,7 At the intersection of these two 
developments is the growing recognition that 
safeguarding and improving patient experience does not fall 
solely on frontline clinicians - it is a core governance 
responsibility.8,9 The recent Francis Inquiry in the United 
Kingdom exemplifies heightened expectations in this area.  
It found that the suffering of patients treated within the 
Mid-Staffordshire Trust was “primarily caus
failure on the part of a provider Trust Board [which] did 
not listen sufficiently to its patients and staff or ensure the 
correction of deficiencies brought to the Trust’s 
attention.”10 
 
Internationally, a number of initiatives aim to 
board engagement in improving patient experience. Such 
engagement can occur at many levels: from nurturing a 
culture of patient-centred care11-13 to facilitating consumer 
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Initiatives along these lines are new and little is known 
about their uptake by boards.  In one study of or
with a reputation for improving the patient 
interviewees repeatedly identified strong governance 
support as a critical facilitator of patient
research in the United States and United Kingdom has 
shown significant gaps in board members’ understanding of 
quality and safety issues.19 One qualitative study in the 
United States, which interviewed 26 hospital board 
members, found them hesitant to challenge hospital culture 
in the clinical domain.20 In this study, we ai
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Our study took place in Victoria, the second most populous 
of Australia’s six states with nearly 6 million residents. 
Victoria has 85 separate public health services, ranging from 
large metropolitan services with more than 500 acute care 
beds to small rural services with fewer than five beds.21 
Each health service is governed by a local board, 
comprising six to 14 non-executive directors, appointed by 
and accountable to the state Minister for Health.22 
Community health services were not included in the study. 
 
Study design 
The parent study was approved by Human Research Ethics 
Committee of the University of Melbourne.  We collected 
data from two sources: quantitative data from a survey of 
health service board members, and qualitative data from 
interviews with board members and senior executives.  The 
analysis reported here draws on data from both sources. 
 
Data sources 
In stage one of the study, conducted in March 2012, we 
surveyed four board members from each of Victoria’s 85 
public health services: the board chair, the chair of the 
quality committee, and two other board members randomly 
selected from among members with at least one year of 
service. Survey questions regarding patient experience 
addressed four domains: board member training, board 
priorities, board activities, and the perceived influence of 
boards on quality and safety of care. Of the 332 members 
surveyed, 70% (233) responded and 96% (82/85) of boards 
had at least one member respond. Details of our sampling 
strategy and the development, content and administration 
of the survey instrument are reported elsewhere.23 
 
In stage two of the study, conducted between September 
2012 and January 2013, we conducted semi-structured 
interviews with 35 board members and senior executives 
from 13 of the 85 health services. Table 1 reports the 
characteristics of these interviewees. A stratified sampling 
design was used to select the health services in which 
interviewees were recruited, with strata based on the size 
and types of communities served. The interview schedule 
included a series of questions regarding attitudes and 
knowledge among board members in relation to factors 
influencing patient experience; it also sought information on 
board-level activities in this area. The interviews were 
digitally recorded and transcribed verbatim. To maximise 
candour, interviewees were assured confidentiality. Details 
of our sampling and recruitment strategy and interview 
schedule are available elsewhere.24 
 
Analysis 
We analysed the survey data by computing simple counts 
and cross-tabulations. Responses to questions about 
expertise, knowledge and attitudes were analysed at the 
respondent (or board-member) level. Responses about 
board activities were analysed at the board level. All 
statistical analyses were conducted using R version 2.15.1.25  
 
Box 1: National standards that relate to governance of patient experience 
Criterion Suggested board-level strategies for meeting criterion 
Patient rights are respected and their engagement 
in their care is supported 
The organisation has a charter of patient rights that is consistent 
with the current national charter of healthcare rights 
 
Data collected from patient feedback systems are used to 
measure and improve health services in the organisation 
 
Governance structures are in place to form 
partnerships with consumers and/or carers 
 
Consumers and/or carers are involved in the governance of the 
health service organisation 
 
The health service organisation establishes mechanisms for 
engaging consumers and/or carers in the strategic and/or 
operational planning for the organisation 
 
Consumers and/or carers are actively involved in decision 
making about safety and quality 
 
Patient safety and quality incidents are recognised, 
reported and analysed, and this information is used 
to improve safety systems. 
Patient feedback and complaints are reviewed at the highest level 
of governance in the organisation 
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The interview transcript data were managed using NVivo 9 
software. We used thematic analysis26,27 to identify major 
themes in the views expressed by interviewees. Specifically, 
two investigators (MB and DS) read and discussed the 
content of the first five transcripts, and identified the main 
themes. This formed the basis of a draft coding framework. 
One investigator (MB) then reviewed the remaining 
transcripts, applying and modifying the draft coding 
framework through an inductive and iterative process. The 
other investigator (DS) independently repeated this process 
for a subset of transcripts. The two investigators then 
discussed their coding framework and choices, with 
differences resolved by consensus. Finally, all coding was 




Attitudes and knowledge 
Most of the data gathered on attitudes and knowledge in 
relation to patient experience came from the interviews. 
Several board members and executive managers 
commented on the increasing focus on patient and family 
experience in the health sector over the last ten years. This 
change was perceived as being driven from outside the 
health service, rather than being led by boards themselves. 
One interviewee commented: “The whole rhetoric around 
needing to be open to patients, being part of a team, being 
transparent about where we’re at and what we’re doing … 
You know, the move, it’s coming, whether we like it or 
not.” (Quality Manager, regional) Another interviewee who 
had spent many years in the health sector contrasted today’s 
patients with those of the past, who would come in to 
hospital and say “oh yes matron, no matron, whatever you 
say matron” (Quality Manager, rural). Interviewees 
attributed changing patient expectations to a variety of 
factors, including “people taking more ownership of their 
health” (Quality Manager, rural), a growing willingness to 
question the medical viewpoint, and the emerging 
international literature on the role of patient experience in 
care quality. 
 
Some interviewees took a positive view of this change in 
patients’ expectations, and were enthusiastic about finding 
ways of integrating patient perspectives and experiences 
into their governance processes. In the words of one Chair: 
“It's what we are all about … Giving the very highest 
quality so we get the very, very best outcome for each of 
our patients and their families. And we're constantly looking 
for ways of improving that.” (Chair, regional) Another 
interviewee noted: “Often people who don’t have that 
medical background ask the most interesting questions, very 
astute questions, because they haven’t got that sort of pre-
judgement.” (Quality manager, regional). Interviewees from 
these boards seemed to value patients’ views and perceive 
them as having a strong influence on board decision-
making. 
 
Interviewees from other health services, by contrast, 
appeared more sceptical. Sceptics tended to espouse two 
inter-related views: cynicism and paternalism. The cynical 
view was that patient engagement is a fad that ought to have 
little impact on board decision-making. The paternalistic 
view was more nuanced. The concern was that most lay 
people “cannot cope with the complexity of a health 
organisation” (Quality Chair, regional) and that decision-
making was best left to the board and clinical leaders. One 
Chair from the board of a rural health service said: “I think 
in a small country town people know everyone, so they 
know the people on the board and they probably say ‘Well, 
look, we've got confidence in them’.” (Chair, rural) 
 
Whether such confidence was well-placed is questionable. 
Lack of knowledge and expertise about what matters to 
patients, and how these priorities could be integrated into 
governance processes and decision-making, were recurring 
themes in interviews. Several board members declared their 
lack of expertise in this area, with one noting: “Patient-
centred care … I think if we’re all honest, this is a real 
learning curve for the health sector.” (Chair, metro) Our 
survey findings also pointed to gaps in knowledge, with 
substantial proportions of board members unfamiliar with 
key policies, indicators, and standards related to patient 
experience. The vast majority were familiar with major 
Victorian documents, including the state Department of 
Health’s Quality of Care Report guidelines28 (94% of 
members “somewhat familiar” or “very familiar”) and the 
Patient Satisfaction Monitor29 (91%). However, board 
members were less familiar with major national documents 
relating to patients’ rights and experience of care: 46% of 
members were “not familiar” with the Open Disclosure 
Standard30 and 37% were “not familiar” with the Australian 
Charter of Healthcare Rights.31 
 
Table 1: Characteristics of board members and 
executives who were interviewed 
 
Characteristic No of interviewees 
(n=35) 
Sex  
   Male 17 
   Female 18 
Position  
  Board chair 7 
  Quality committee chair 5 
  Board member 5 
  Chief executive 7 
  Senior executive 11 
Location  
  Metropolitan 6 
  Regional 16 
  Rural 13 
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Activities 
Collectively, boards were engaged in a wide range of 
activities aimed at improving patient experience. However, 
activity levels appeared to vary considerably across boards. 
Based on our survey data, Table 2 reports the number of 
boards undertaking each of 6 activities that relate to patient 
experience.23 Whereas a majority of boards (95%) reviewed 
data on patient and family satisfaction or experience at least 
annually, only half had developed or endorsed a strategy 
regarding communication with patients and families, and 
less than a quarter provided members with training on 
healthcare disparities. 
 
Interviewees associated with highly-active boards described 
initiatives to improve patient experience at multiple levels in 
the organisation - from boardroom to bedside. One senior 
executive explained: “We have consumer reps on our 
quality committee. We’ve got a very active consumer 
advisory committee. And we have community 
representatives on our strategic planning committee. So 
there is direct input from our community into those three 
areas of our service and more. We also have community 
members undertake service reviews and seek consumer 
input into all consumer publications.” (Executive manager, 
regional) 
 
Among less active boards, efforts to improve patient 
experience tended to be more ad hoc, and there was greater 
uncertainty about how to scale up or systematise these 
efforts. One chair recalled a conversation from the early 
days of their board’s journey towards improved patient-
experience: “One board member - over the coffee break in 
our board meeting - says ‘I’m not sure that I really know 
what patient-centred care means.’ … I don’t think there 
[was] any common understanding between the board and 
the executive about what we mean by patient-centred care.” 
(Chair, metro) Another board member acknowledged that 
his board’s links with the community “aren’t as good as they 
should be”. (Chair, regional) Other interviewees, particularly 
those from smaller health services, felt overwhelmed by the 
demands they faced across many facets of governance. 
Several explained that substantive attention to patient 
experience did not seem feasible while the board struggled 
with a fiscal deficit. One board member commented: 
“There has been a lot more focus on the bottom line.” 
(Chair, rural) 
 
Typology of engagement 
In considering the range of attitudes and activities reported 
by survey respondents and interviewees, we identified four 
broad groups of boards. These groups are summarized in 
the two-by-two format of Table 3 and described below: 
 
High activity, positive attitude – Boards in this group can be 
described as ‘talking the talk and walking the walk’ on 
partnering with patients. In the words of one Chair: “This is 
a major, major focus for the board – making sure that we 
are really person-centred”. (Chair, metro) Interviewees 
associated with such boards discussed a range of benefits 
that flowed from consumer engagement and patient-centred 
care including mitigating risks, improving patient outcomes, 
and increasing the responsiveness of services to patient 
needs. Even though these boards were usually doing more 
than others, they were also more likely to be alert to gaps in 
their performance, and to express a commitment to 
ongoing improvement. For example, one Chair from a 
board in this group pointed out that: “What you notice [in 
our board dashboard] is there’s nothing about patient 
experience” (Chair, metro) and went on to explain the 
board’s plan to develop improved patient experience 
measures. 
 
High activity, negative attitude – These boards may be 
characterised as “ticking the box” on various consumer 
engagement activities, largely for the purpose of complying 
with external expectations. Interviewees from such boards 
were often cynical about the value of such activities, 
expressed paternalistic attitudes toward patient care and 
questioned the extent to which patient preferences should 
shape care delivery. One interviewee, in explaining his 
scepticism about sharing performance data with patients, 
commented: “Well, yeah, what are they going to say? I’ve 
come in with my appendicitis and the surgeon who is on 
tonight is not the one with the best figures?” (Medical 
Director, rural) Transparency with consumers was limited. 
One chair justified this stance by stating that “unless you 
sanitise [information] you’ll get someone out in the 
community that puts the wrong emphasis on it and is 
therefore critical to the health service.” (Chair, regional) 
 
Low activity, positive attitude – Boards in this group believe in 
the importance of patient engagement and patient-centred 
care, but have not, by their own admission, taken many (or 
any) steps in this area. Common justifications given for the 
lack of activity included lack of funding for patient-centred 
models of care, difficulty finding consumers to serve on 
advisory committees, and more urgent issues to address. 
One board member explained: “We’ve got this 
development going on, so recently we’ve spent more time 
on the building projects.” (Board member, rural) The chief 
executive of another health service noted that her board was 
strong on financial oversight, but was still finding its way 
regarding patient experience: “I think we’ve got the other 
governance side of things, but there’s more in patient care 
that we need to do so we can get a more consumer focus.” 
(Chief Executive, regional). 
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Low activity, negative attitude – Board members in this group 
did not see improving patient experience as a priority and 
reported relatively few activities in the area. One board 
member commented: “It’s not something that the 
community is saying, we want to see this, we want these 
answers, or anything like that.” (Chair, regional) 
Interviewees from such boards largely favoured a traditional 
medical model of care. In response to queries about 
consumer representation in decision-making, several 
interviewees associated with boards in this group stated a 
belief that board members and clinical leaders could 
adequately represent the patient perspective. In the words 
of one Chief Executive: “We actually don’t have a 
community advisory committee because to have a formal 
community advisory committee wouldn’t be the best use of 
people’s time, because we see ourselves as the community 
because we employ a good cross-section of the community.  
We don’t need to go to that point.” (Chief Executive, rural) 
 
Enablers 
During the interviews, board members and senior 
executives were asked to nominate ways in which 
governance of patient experience-related issues had been (or 
could be) strengthened. Responses converged around five 
themes: leadership, training, measurement, openness, and 
responsiveness. Illustrative quotes relating to each of these 
themes are provided in Table 4. 
 
Strong leadership by a board chair or quality committee 
chair was identified by interviewees at four health services 
as pivotal in focusing attention on issues of patient 
experience. One board member described a profound 
change in organisational culture following the appointment 
of a chair and chief executive who are “completely and 
utterly driven by quality outcomes for patient care” (Board 
member, regional). The chair of another board’s quality 
committee described his role as follows: “You need to 
champion what’s going on in your community and the 
community needs, because your health service needs to 
reflect what the needs of the community are.” (Quality 
Chair, rural) 
 
Training in patient-centred care and consumer engagement 
was identified as valuable for both board members and 
consumer representatives. One chair recalled that some 
members of his board had to be dragged “kicking and 
screaming” (Chair) to a session on cultural awareness, but 
later appreciated the benefits for improving patient 
Table 2: Activities relating to patient experience undertaken by boards (n=82 boards)  
 n % 
Board reviews data on patient and family satisfaction or experience at least annually 78 95 
Board strategic planning process involves consumers, carers or community groups 73 89 
Board has established or endorsed goals relating to patient and family satisfaction or 
experience 
68 83 
Board has developed or endorsed a strategy relating to communication with patients and 
families 
42 51 
Board receives quality of care data analysed according to the cultural and linguistic 
background of patients 
26 32 









 Negative Positive 
More 
 “Consumer participation is a bit tokenish. 
We have a few consumers come and listen 
to a presentation on how terrific the 
hospital is. It doesn’t make much 
difference.” (Board member, metro) 
 “The patient is the most important 
person. Them and their family.  So 




 “We have a volunteers group but we don’t 
meet with them and we don’t have a 
consumer advisor on our board. We had a 
subcommittee, but it hasn’t met.” (Board 
member, regional) 
 “We know this [model of care] is right, 
that it is effective and provides the best 
service for the client, but it’s not how we 
are going to be funded and we do have a 
financial imperative.” (Quality manager, 
regional) 
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experience. Another chair spoke about the benefits of 
having consumer representatives equipped with the skills 
and confidence to engage effectively at a governance level 
rather than being perceived as spokespeople for “single 
issues”. (Chair, metro) 
 
Reliable measures of both patient experience and health 
service performance were keenly sought by interviewees 
from eight boards. Such measures were described as serving 
a two-way function: informing boards about patient 
experience and informing consumers about the 
performance of the health service. One measure, the 
Victorian Patient Satisfaction Monitor, was widely used but 
was seen as somewhat limited in its scope. To develop a 
better suite of patient experience indicators, one board had 
actively engaged community representatives in a process of 
identifying appropriate patient outcome measures. The 
Chair of that board’s Quality Committee explained: 
“community participation in our services is high and the 
community reps have had a direct input into the quality 
issues that we’re monitoring and assessing.” (Quality Chair, 
regional) 
 
An openness and willingness to share information with 
consumers and communities was identified by some 
interviewees as an important enabler of good governance in 
this area. One board member commented: “There’s nothing 
held back because nothing needs to be held back” (Chair, 
regional), meaning that the community had ready access to 
information on board activities and the performance of the 
health service.  Another noted: “We're very into open 
Table 4: Enablers of board activity to improve patient experience, with illustrative quotations 
 
Enabler Example quotes 
Leadership “It’s really driven from the top.  We’ve gone out and developed a whole strategy 
around how we measure patient-centredness. And yeah, that’s been driven from the 
board.” (Chair, metro) 
“[The Board] certainly continues to consider that. How do we ensure that consumers 
in our community have input into - not at the end, where they tick the survey - but 
input into the delivery of care.” (Quality Chair, regional) 
Training 
 
“That [board training on patient-centred care] was a really healthy process because it 
meant we were all then on the same page.  And a whole body of work has flowed 
through that.” (Chair, metro) 
“[Members of the Consumer Advisory Committee] need to think about more 
systemic issues across the health service, and not just think about ‘I’m here to 
advocate for my particular constituency.’” (Chair, metro) 
Measurement “A hobby horse of mine is that we don’t walk away from this having terrific clinical 
indicators and forget that we’re here [because] people want to have access [to care] 
and they want a good experience.” (Board member, regional) 
“I think in future, when we get useful comparative information about outcomes, 
then consumers will be really interested … But we just don’t have that sort of data 
publicly available yet.” (Quality Chair, regional) 
Openness “We've invited the community and representatives to [an open access] board meeting 
and there'll be nothing held back because there is nothing to hold back.” (Chair, 
regional) 
 “Would we mind if our ranking on measures against other hospitals was out in the 
public domain?  I don’t think we would.  As long as it was fair and we were 
comparing apples with apples.” (Chair, regional) 
Responsiveness “Our Community Advisory Committee is a powerful mechanism to keep a focus on 
patient outcomes. [It is] a rigorous committee and actually has held the health service 
to account on a few things.” (Board member, regional) 
“The feedback through our Victorian Patient Satisfaction Monitor has been that 
people would like written information and we've really tried hard to bring that in.” 
(Board member, rural) 
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disclosure; keeping communication open to the person and 
their family.” (Quality Chair, regional) 
 
Finally, highly engaged boards described a heightened 
responsiveness to consumer feedback, whether via 
complaints, patient surveys, service reviews, or committees. 
One board member commented: “We've got a community 
advisory committee who have a strong influence and we do 
take on board what their recommendations are and they 
have a lot of input into anything to do with the 




This study found that while some health service boards had 
high aspirations and clear plans for improving patient 
experience, others remained sluggish or even cynically 
resistant to change. Five recommendations emerged for 
organisations and executives to strengthen board 
engagement in this area: strong leaders willing to champion 
patient experience in the board room, commitment to 
openness and transparency in consumer engagement, 
tailored training to both board members and consumer 
representatives, accountability and responsiveness to 
consumer recommendations, and provision of performance 
measures to board members and consumers. 
 
Our study has several strengths and limitations. Three 
strengths of this study were the high rate of participation in 
both the survey and the interviews, the diversity of health 
services involved, and their apparent candour. Board 
members are a difficult population to reach for research 
purposes, due to busy schedules and the confidential nature 
of boardroom discussions,32 so research such as this offers a 
valuable glimpse into the nature of board decision-making. 
 
With respect to study limitations, there are socially desirable 
responses to many of the questions we posed and we could 
not test the veracity of responses. This may have introduced 
some biases in the direction of more positive attitudes 
toward the value of patient experience to governance and 
exaggerated levels of activity in this area. In addition, 
differences in the statutory responsibilities and structural 
make-up of healthcare boards may limit the generalizability 
of our findings to other jurisdictions outside Victoria. 
 
To our knowledge this is the first study in Australia to 
explore the attitudes and activities of health service board 
members towards improving patient experience. However, 
to the extent our study posed questions that overlapped 
with those posed in two previous studies undertaken in the 
United Kingdom19 and the United States, there are a 
number of consistent findings.33 For example, boards in 
those countries were also found to vary widely in their levels 
of engagement in activities relating to patient experience. 
 
Our findings raise questions about health service boards’ 
willingness and ability to adapt their priorities in response to 
newly emerging issues in quality and safety. While there was 
broad agreement among boards about the growing focus on 
patient experience, many interviewees expressed a sense of 
being swept along by changes, rather than leading the way. 
 
Our findings also point to a gap between what is 
increasingly expected of boards’ involvement in patient 
experience, and their skill and motivation to meet these 
expectations. Addressing these deficiencies will require 
careful attention to boards’ training needs and the 
incentives for capable and patient-focused directors to apply 
for such roles. 
 
For boards with a positive attitude and low activities, a 
gentle nudge and some practical support may be all that is 
required for them to become more active in this area. This 
support could take the form of board training,34 
dissemination of tools and templates, and connection with 
local consumer advocates. For example, in the United 
Kingdom, Dr. Foster Intelligence has produced a practical 
resource - The Intelligent Board series - that focuses on 
what boards can do to ensure they have a rounded 
understanding of how patients and their families experience 
care.35 To the extent that boards perceive budgetary 
constraints as a blocking factor, further evidence on the 
cost and quality implications of improving patient 
experience may be beneficial. 
 
For boards that are active, but unenthusiastic, the missing 
element is a core belief in the value of patient experience for 
the health services and communities they serve. Personally 
listening to the stories of patients or families who have 
suffered harm in their organisation - as recommended by 
the Institute for Healthcare Improvement’s ‘Getting Boards 
on Board’ program6 - may help these board members to put 
their hearts, as well as minds, into improving patient 
experience. 
 
For those few boards that are both unenthusiastic and 
relatively inactive, it is difficult to envision any substantial 
moves without a change in leadership, the appearance of an 
influential and persuasive champion of patient experience, 
or externally-imposed regulatory requirements. The 
introduction of national standards for partnering with 
consumers may have an effect. As demand among 
community members for a better patient experience 
increases, the reputational and operational risks for these 
out-of-step boards may also increase. 
 
Finally, the approaches taken by “positive attitude, high 
activity” boards could be showcased as exemplars for 
others. This would help to “widen the bright spot”36 of high 
performance and would provide valuable reinforcement for 
leaders in the area. 
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Further research should explore three key areas. First, what 
training or practice innovations (such as presentations by 
consumers to the board) have the greatest effect on board 
attitudes and activities? Investigating the life-cycle of 
attitudinal change in a board that changed from 
disinterested and inactive to enthusiastic and active would 
be particularly interesting. 
 
Second, what impact do board activities in this area have on 
patient experiences on the ground within the organisation?  
The distance between board decision-making and quality of 
care delivered at the bedside is a perennial challenge for 
clinical governance research. Although the link is more 
direct and should be more palpable for this particular strand 
of governance, determining the strength of the connection 
remains an important research priority. 
 
And finally, the question of what activities consumers 
believe boards should be engaged in regarding patient 
experience remains to be further explored. To assume that 
enthusiastic boards or health departments know what 
consumers want and need, or that patients everywhere want 





We thank the health service boards and executive staff that 




This study was funded by the Victorian Healthcare 
Association, the Victorian Managed Insurance Authority 
and an ARC Laureate Fellowship (FL110100102 to 
Professor Studdert) from the Australian Research Council. 









The study was approved by the Human Research Ethics 




1. Black N, Jenkinson C. Measuring patients’ 
experiences and outcomes. BMJ. 2009; 339. 
2. Arnold SB. Improving quality healthcare: the role of 
consumer engagement. Issue Brief. Princeton; NJ: 
Robert Wood Johnson Foundation; 2007. 
3. Sodomka P, Scott HH, Lambert AM, Meeks BD. 
Patient and family centered care in an academic 
medical center: informatics, partnerships and 
future vision. In: Weaver CA, ed. Nursing and 
Informatics for the 21st Century: an international look at 
practice, trends and the future. Chicago, IL: Healthcare 
Information and Management Systems Society; 
2006: 501-506. 
4. Consumer Focus Collaboration. The evidence 
supporting consumer participation in health. 2001. 
(Accessed 30 May 2013) 
http://www.healthissuescentre.org.au/documents
/items/2008/08/226174-upload-00001.pdf 
5. Charmel PA, Frampton SB. Building the business 
case for patient-centered care. Healthc Financ 
Manag. 2008; 62(3): 80-85. 
6. Conway J. Getting boards on board: engaging 
governing boards in quality and safety. Jt Comm J 
Qual Patient Saf. 2008; 34: 214-220. 
7. Gautam KS. A call for board leadership on quality 
in hospitals. Qual Manag Health Care. 2005; 14: 18-
30. 
8. McSherry R, Pearce P. Clinical governance: a guide to 
implementation for healthcare professionals. Malden, MA: 
Wiley-Blackwell; 2011. 
9. Goeschel, CA, Wachter RM, Pronovost PJ. 
Responsibility for quality improvement and 
patient safety: hospital board and medical staff 
leadership challenges. Chest. 2010; 138(1): 171-178. 
10. Francis R. Report of the Mid Staffordshire NHS 
Foundation Trust Public Inquiry: Executive Summary. 
Vol. 947. TSO Shop; 2013. 
11. Stewart M. Towards a global definition of patient-
centred care — the patient should be the judge of 
patient-centred care. BMJ. 2001; 322: 444-445. 
12. Simmons JM. A fundamental shift: family-
centered rounds in an academic medical center. 
Hospitalist. 2006; 10(3), 45-46.  
13. Lorig K. Partnerships between expert patients and 
physicians. Lancet. 2002; 359: 814-815. 
14. Charmel PA. Defining and evaluating excellence 
in patient-centered care. Front Health Serv Manage. 
2010; 26(4): 27-34. 
15. National Institute of Health and Care Excellence. 
Patient experience in adult NHS services. Quality 
Standards, QS15. February 2012. 
16. Australian Commission on Quality and Safety in 
Health Care. Patient-centred care: Improving quality and 
safety through partnerships with patients and consumers. 
Sydney, NSW: ACSQHC; 2011 
The role of governing boards in improving patient experience, Bismark et al. 
152  Patient Experience Journal, Volume 1, Issue 1 - April 2014 
17. Australian Commission on Quality and Safety in 
Health Care. Australian Charter of Healthcare Rights. 
Sydney, NSW: ACSQHC; 2008 
18. Luxford K, Gelb Safran D, Delbanco T. 
Promoting patient-centered care: a qualitative 
study of facilitators and barriers in healthcare 
organizations with a reputation for improving the 
patient experience. Int J Qual Health Care. 2011; 23: 
510-515. 
19. Jha AK, Epstein AM. A survey of board chairs of 
English hospitals shows greater attention to 
quality of care than among their US counterparts. 
Health Aff. 2013; 32(4): 677-685. 
20. Levey S, Vaughn T, Koepke M, Moore D, 
Lehrman W, Sinha S. Hospital leadership and 
quality improvement: rhetoric versus reality. J 
Patient Saf. 2007; 3: 9-15. 
21. Department of Health. The Victorian Health Services 
Governance Handbook. Department of Health: 
Melbourne, VIC: Department of Health; 2012. 
22. National Health and Hospitals Reform 
Commission. A healthier future for all Australians. 
Commonwealth of Australia: Canberra; 2009. 
23. Bismark MM, Walter SJ, Studdert DM. The role 
of boards in clinical governance: activities and 
attitudes among members of public health service 
boards in Victoria, Australia. Aust Health Rev. 
2013; 37(5); 682-687. 
24. Bismark MM, Studdert DM. Governance of 
quality of care: a qualitative study of health service 
boards in Victoria, Australia. BMJ Qual and Saf. 
2013. Published online first; doi: 10.1136/bmjqs-
2013-002193. 
25. R Core Team. R: A language and environment for 
statistical computing. Vienna: R Foundation for 
Statistical Computing; 2012. 
26. Braun V, Clarke V. Using thematic analysis in 
psychology. Qual Res Psychol. 2006; 3: 77-101. 
27. Silverman D. Doing qualitative research: a practical 
handbook. London: Sage; 2000. 
28. Department of Health. Quality of care reports 2011-
2012 recommended reporting. Department of Health: 
Melbourne, VIC: Department of Health; 2012. 
29. Department of Health. Victorian patient satisfaction 
monitor year 12 annual report, July 2012 to June 2013. 
Department of Health: Melbourne, VIC: 
Department of Health; 2013. 
30. Australian Commission on Safety and Quality in 
Health Care. Key differences between the Australian 
Open Disclosure Framework and the Open Disclosure 
Standard. Sydney, NSW: ACSQHC; 2013. 
31. Australian Commission on Safety and Quality in 
Health Care. The Australian Charter of Healthcare 
Rights. Sydney, NSW: ACSQHC; 2008. 
32. Baker SE, Edwards R. How many qualitative 
interviews is enough? Expert voices and early career  
reflections on sampling and cases in qualitative research. 
National Centre for Research Methods Review 
Paper. Southhampton: National Centre for 
Research Methods Review; 2012. 
http://eprints.ncrm.ac.uk/2273/4/how_many_in
terviews.pdf (accessed 30 May 2013) 
33. Jha A, Epstein A. Hospital governance and the 
quality of care. Health Aff. 2010; 29(1): 182-187. 
34. See for example: More than a standard: practical 
partnering with consumers. Melbourne: Health 
Issues Centre. 25 February 2013. 
http://www.healthissuescentre.org.au/documents
/items/2013/02/685610-upload-00001.pdf 
35. Dr Foster Intelligence. The Intelligent Board 2010 – 
Patient Experience. London, UK: Dr Foster 
Limited; 2010. 
36. Heath C, Heath D. Switch: How to change things when 
change is hard. New York, NY: Broadway Books; 
2010 
 
